This case is apparently one of considerable rarity and I have been unable to find a reference to a similar-one. A number of small tumours occur at the lid margin and if I had not been guided by the case history I should not have recognized the condition. It will remind members that such a tumour may occur so that they may be on their guard if a similar case comes under their notice.
The patient is a man, aged 33, a tar and pitch worker. Past history.-On June 1, 1926, he came to the Dermatological Department at the London Hospital with a small pigmented wart at the right angle of the mouth and another upon the left side of the upper lip. On June 5 unfiltered radium was applied for two hours. On July 5 the radium was re-applied to the left upper lip for two hours. On August 24 the patient was reported as cured. On November 3, 1927, he again came to the Department with a wart on the left cheek. Applications of unfiltered radium were made for two hours on November 5 and again on February 14, 1928 . On March 28, 1928 applied to this growth upon the left cheek. It was also noted that there was a rapidly growing warty tumour in the region of the left inner angle of the orbit, whioh was curetted and to which radium was applied for two hours.
On April 27, 1933, the patient was referred to me by Dr. W. J. O'Donovan, under whose care he had been since 1928 for the various warts mentioned. These had entirely disappeared after radium applications and had not in any instance recurred. He was sent to me because thirteen days previously he had noticed a small swelling on the margin of the left upper eyelid. This had gradually increased in size, without pain and with only occasional itching On examination a small spherical tumour about 3 millimetres in diameter was found on the margin of the left upper eyelid at the junction of the outer quarter with the middle three-qaarters of the lid. It had a broad base and involved the anterior two-thirds of the lid-margin, leaving the posterior edge unaffected. It had smooth Proceedings of the Royal Society of Medicine 68 outer walls which enclosed a small pigmented centre protruding a little above the general surface. The lymphatic gland in front of the ear was not enlarged. The tumour was removed by passing a keratome through the sharp posterior edge of the lid in an upward direction, and the small area thus isolated was removed with scissors by a wedge-shaped incision which involved the lash-bearing area of the lid and the skin of the lid. The wound was closed with silk sutures.
II.--Mr. H. B. STALLARD (Pathological Report).
The neoplasm was a squamous-celled carcinoma. Its surface was covered by a thick plaque of kerato-hyaline. There was evidence of hyperplasia and irregularity of the " prickle-cells " and " cell nests." At the advancing edge of the neoplasm in the corium there was considerable lymphocytic infiltration. The line of excision had passed wide of the malignant cells.
Comment.-Tar-carcinoma can be produced in experimental animals in from 55 to 360 days and attempts to isolate the ingredients, which are believed to possess a specific activity in the production of this disease, have so far been negative. These substances exist in very small quantities below 450°C. and appear in much larger amounts at 5000 C. increasing at a slower rate up to 1,2500 C. The histological changes observed in experimental animals are divided into three stages: (1) Hypertrophy and hyperplasia of an orderly type, and keratosis of the superficial layers; there is an increase in the elastic tissue of the corium, mast cells and lymphocytes.
(2) Some irregularity of epithelial cells and keratosis in cells in the deeper layers of the epidermis. Cases of congenital ptosis may be conveniently divided, clinically, into three classes :-(1) Partial ptosis with fair independent levator action. (2) Complete ptosis with little or no levator action but with good upward movement of the globe. (3) Complete ptosis with deficient upward movement of the globe.
In order to estimate the amount of levator action present in any given case it is necessary to place one's hand firmly over the frontalis muscle while the patient makes an attempt to open the eye.
With the first and third classes I am not now concerned, except to say that as regards the first class, in my experience the best operation is to shorten the levator tendon, approaching it either by a skin or conjunctival incision (I, personally, prefer the latter). The third class I believe to be extremely rare. In most cases of ptosis a certain disinclination to turn the eyeball upwards is present, probably because this movement is never practised. The best method of determining whether upward movement of the globe is present or not is to bend the patient's head forward while raising the eyelids with the finger and to ask the patient to look at an object immediately in front. If this is done it will be found in nearly all cases that the eyeballs will be raised. Reports of anatomical investigations in ptosis cases confirm my view that the superior rectus is rarely absent. If, however, a case should present itself in which no upward movement of the globe could be elicited, the only possible means of relieving the condition would be, of course, by some form of plastic operation.
My chief concern in this paper is with the second class-which I believe to be much the commonest-namely, those cases with little or no levator action but a good upward movement of the eye.
The results of plastic operations are, in my experience, on the whole, disappointing both cosmetically and functionally, and Motais' idea of making the
